Introduction
The occurrence of adverse events entails countless losses related to the patient, such as disabilities, physical and psychological trauma, increased length of hospital stay and distancing from society and work. These losses do not only relate to the patient, but also to the professionals, who have ethical and moral damages, and losses in professional-patient interaction (1) . For health institutions, the adverse events (AEs) cause increased costs, loss of confidence in the institution, as well as moral and organizational problems (1) .
All of these implications, caused by unsafe practices in health, makes the issue of AEs turn into a public health problem, indicating the need to develop strategies for the monitoring of errors and improvements related to patient safety (2) . For safe strategies to be implemented in the interest of patient safety, it is necessary that health organizations adopt a safety culture model.
Safety culture can be defined as the set of individual
and group values, attitudes, perceptions that determine the commitment and style, concerning questions related to patient safety in a health organization (3) .
In the literature, some instruments have been developed in order to measure the patient safety culture, through the health professionals' perception of the safety climate (4) . The climate reflects the perception of professionals on safety issues at any given time in their workplace (5) . The climate is understood as the measurable part of the safety culture (5) .
Studies show that positive perceptions of the safety climate are associated with the adoption of safe behaviors, improved communication, conducting training programs, reduction of adverse events, among others, contributing to safe practices in patient care (4, (6) (7) .
Other factors in the institutional and environmental spheres may be related to the adoption of the safety climate, such as professional stress, teamwork, job satisfaction, the institution's management structure and work conditions.
Researchers cite strengths and weaknesses that influence the implementation of a safety climate, based on the perception of nursing professionals. Among the factors that contributed to this implementation were: organizational change, professional training and development, relationship with patients, research and strategic planning The following weaknesses were highlighted: organization and infrastructure of the institution, shortcomings in communication and inefficiency of professional training with a safety focus (8) .
Thus, identifying factors that are associated with the patient safety climate is an important tool, capable of diagnosing factors that need improvement within health institutions and among professionals, guaranteeing safe and high-quality patient care. In addition, there is a clear lack of Brazilian studies using tools that measure hospitals' safety climate. Among the tools, the Safety Attitudes Questionnaire (SAQ), validated in Brazil in 2012, has been adopted in some Brazilian studies, being a valid and reliable tool that is considered one of the most sensitive and capable of assessing safety attitudes (9) . Other studies are observed in the country assessing the safety climate, but with the use of other tools, such as the study conducted in the state of Paraná, in which the scale called "Safety Climate " was applied, translated and validated in Brazil (10) . Based on the above, the aim of this research was to determine the association among patient safety scores, sociodemographic variables and health professionals.
Method
Observational and sectional study with a quantitative approach, undertaken at a large public teaching hospital that attends to high-complexity patients, located in the region of Triângulo Mineiro, Minas Gerais, Brazil. To collect the data, the tool called Safety Attitudes Questionnaire (SAQ) was used, validated for Brazilian Portuguese (11) . The SAQ is divided in two parts. The To verify the patient's safety climate, initially, any reverse items in the tool were inverted and, then, the formula (m(q.1,q.2r,q.3,q.4,q.5,q.6,q.7,q.8,q.9,q.10,q.
11r,...q.41))-1)x25) was applied, in which m corresponds to the mean score of the items in the tool as a whole.
The score in each domain was calculated based on the formula (m-1)x25, where m is the mean item score in that domain, ranging in the interval [0-100].
In the preliminary bivariate analysis, Student's (14) . Luiz RB, Simões ALA, Barichello E, Barbosa MH. 
Results
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Descriptive analysis of Safety Attitudes Questionnaire scores
The mean and median of the general score were 61.8 (SD=13.7) and 63.3, respectively. The higher the score, the better the professionals perceive the safety climate. According to the original authors of the SAQ, however, scores are considered positive when the total score is equal to or higher than 75, indicating a negative general perception of the safety climate in this study.
Per domains, the mean (score) ranged between 52.4 (SD=19.5) and 80.5 (SD=17.7) and the median between 50.0 and 85.0. It was perceived that domain 5, perception of unit and hospital management, showed the worst score (mean 52.4; SD=19.5), while domain 3, satisfaction at work, showed the highest score (mean 80.5; SD=17.7) among the professionals studied, according to Table 2 . Table 2 shows the general and domain scores and descriptive analysis of the SAQ. 
Factors associated with the safety climate
In the preliminary bivariate analysis, the variables that revealed statistically significant associations were:
professional activity, professional category, length of professional activity, time since graduation and length of experience at the institution.
For the variable professional activity (care and non-care), the associations were significant for the domain perception of unit and hospital management (p=0.01), where the non-care professionals obtained a better score than the professionals active in direct care.
As regards the professional category, statistically significant relations were found for the general score Table 3 . Luiz RB, Simões ALA, Barichello E, Barbosa MH.
Discussion
The patient safety climate score in this study obtained a mean score of 61.8 (SD=13.7) and a median score of 63.3. In the literature, studies were found whose mean scores were also inferior to the acceptable score of 75 (15) (16) (17) (18) . It is highlighted that scores inferior to 60
are considered a sign of alert for health organizations, indicating the urgent need to promote the safety climate at the institution (11) .
In this research, the variable professional activity (care and non-care) was considered a predictive variable for the domain perception of unit and hospital management (p=0.01). In line with this finding, a study developed to identify the safety climate in hospitals in the USA found significant associations between care and management professionals, demonstrating that management professionals had a more positive perception than care professionals (19) .
A study involving outpatient professionals in
Texas, USA also found significant differences between professional activity (care and non-care) and the SAQ domains. That study demonstrated that, for the domain perception of unit and hospital management, the management (non-care) professionals obtained better scores when compared to the medical professionals (20) , demonstrating the non-care professionals' better perception of management actions than patient safety issues.
The findings of a study involving health professionals at a hospitalization unit of a teaching hospital in Ireland demonstrates that the nurse managers obtained higher scores for the domains teamwork climate (p<0.05) and safety climate (p<0.01) than the care professionals (18) .
Authors suggest that the better perception among management than among care professionals can be explained by the managers' sense of propriety and responsibility regarding their roles in the hospital infirmaries. In addition, the care professionals may feel excluded from administrative decision processes, besides their lack of participation in the elaboration and implementation of strategies, reducing their autonomy and generating dissatisfaction with management actions (18) .
Another explanation for these findings can be related to the care professionals' experience with safety risks, making them display worse perceptions of the management, as these professionals have less contact with direct patient care. In addition, there is a culture of hiding negative information (occurrence of errors, incidents and adverse events) among the professionals, making it difficult for the safety problems to reach the hospital management. Another aspect appointed is related to the management professionals' desire to be considered as an organization committed to safety, making them display positive perceptions (19) . This situation can turn into a problem though when this positive view does not reflect the true institutional reality (20) .
In the literature, however, studies were found that identified other predictors of the patient safety climate.
The most mentioned predictors are the professionals' age, sex and professional category 17, [21] [22] .
Hospitals in Cyprus, Greece found that the variables age and reported fatigue at work were considered predictors of the domains teamwork climate, safety climate and work conditions (17) .
A study aimed at verifying the relation between sex and perceived safety culture found that the eldest professionals' perceived teamwork climate was better than the youngest; and that the male sex obtained better perceptions of satisfaction at work and work conditions when compared to the female sex (21) .
In a study undertaken at obstetric centers in the USA, statistically significant associations were found between the domain teamwork climate and professional category, with physicians showing better scores than nurses (22) . That study demonstrated different viewpoints and opinions among physicians and nurses regarding safety issues, with physicians demonstrating greater awareness in reports on potential damage when compared to nurses (22) . This study is limited by the fact that, although simple random sampling was used to obtain the sample size, the cross-sectional cohort to obtain the data may limit the spectrum of the analysis. Nevertheless, the proposed objectives were reached. Therefore, longitudinal studies are suggested for the future.
Conclusion
As observed, the general score was 61.8 (SD=13.7)
and the median 63.3, demonstrating the professionals' negative perception of the patient safety climate.
In the bivariate analysis, the variables that showed 
